

[image: C:\Users\su001508\Desktop\New logos Swansea Bay\Abertawe_Swansea NHS Health Board.jpg]

Swansea Bay University Health Board
Unconfirmed Minutes of the 
Digital, Data, Research and Innovation Committee
held on 5 March 2026 2:30pm	
Via TEAMS

	Present:

	Andrew Griffiths 
	(AG)
	Independent Member (Chair)

	Jean Church
	(KL)
	Independent Member

	Charlotte Rees
	(CR)
	Independent Member

	Nuria Zolle
	(NZ)
	Independent Member

	In Attendance:

	Amelia Cole 
	(AC)
	Corporate Governance Officer (Note taker)

	Sarah Gwynne
	(SG)
	Consultant Clinical Oncologist (For 30/26)

	Karina James
	(KJ)
	Consultant

	Matt John 
	(MJ) 
	Director of Digital 

	Kerith Jones
	(KJ)
	Interim Head of Value Based Healthcare 

	Raj Krishnan
	(RK)
	Deputy Executive Medical Director (For items 29/26, 32/26, 33/26)

	Rachel Levi 
	(RL) 
	Interim Head of Digital Applications (For item34/26)

	Martyn Lewis
	(ML)
	Auditor 

	Lee Morgan 
	(LM) 
	Assistant Director of Digital Intelligence (For items 35/26, 36/26)

	Jennifer Nagle
	(JN)
	Head of Health Records and Clinical Coding

	Carl Mustad
	(CM)
	Assistant Director of Digital Technology 

	Deirdre Roberts 
	(DR)
	Assistant Director of Digital Transformation (For items 38/26, 39/26)

	Neil Thomas
	(NT)
	Assistant Head of Risk and Assurance (For item 31/26)

	Gareth Westlake 
	(GW) 
	Assistant Director of Digital Services (For item 28/26)





	Apologies:

	Richard Evans
	(HL)
	Director of Corporate Governance  

	Osian Lloyd
	(OL)
	Head of Internal Audit










The meeting commenced at 9.30am

	Minute No.
	Agenda Item

	PART 1: PRELIMINARY MATTERS

	25/26
	WELCOME / INTRODUCTORY REMARKS

	
	AG welcomed members to the meeting of the Data, Digital, Research and Innovation Committee. 

	26/26
	DECLARATION OF INTERESTS

	
	There were no other declarations of interest outside those already declared on the Declarations of Interest Register.

	27/26
	MATTERS ARISING 

	
	There were no matters arising. 

	PART 2: GOVERNANCE, RISK AND INTERNAL CONTROLS

	28/26
	INFORMATION GOVERNANCE & CYBER SECURITY ASSURANCE GROUP (IGCAG)

	
	GW presented the Information Governance & Cyber Security Assurance Group (IGCAG) report and highlighted the following key points:   
· It was confirmed that the revised Data Quality Policy was endorsed for approval; 
· There was a strong and stable data quality performance, with a small number of recurring issues under active review with Digital Health and Care Wales (DHCW), moving towards exception-based reporting due to the volume and detail of data;
· It was advised that four of six Health Records audit actions were now complete, with the remaining two nearing completion;
· There were ongoing pressures in Health Records due to the blood inquiry embargo, with mitigations underway including procurement of scanners to support increased digitisation;
· IG team capacity had improved following recruitment, with normal service resuming from 1 March and work progressing on the revised Strategic Risk action plan;
· It was highlighted that there was a lack of national progress on policies for WhatsApp and similar communication tools; IGCAG proposed developing local interim guidance for June, to be taken through Executive Board for approval;
· It was noted that two Information Commissioner’s Office reportable incidents included in the paper, with advice still awaited on the Synodus breach.

NZ sought an update on the four Health Records actions, highlighting two delayed items, finalising third‑party storage contracts and progressing records destruction. NZ queried how close these actions were to completion, highlighting that one may require significant time to conclude. 

JN explained that a draft third‑party storage contract had now been developed to cover all services using external record‑storage suppliers. She confirmed a meeting with the Deputy Head of Procurement was scheduled for the following day and expected the contract to be ready for review by Finance and Information Governance next week. JN advised that the second overdue action, records destruction, had stalled following a recent embargo, despite earlier good progress. She noted ongoing discussions with services about managing the embargo and exploring options to minimise reliance on third‑party storage, including potential digitisation, though this would involve cost considerations. JN confirmed that two scanners had been procured to support digitisation within acute records, initially focusing on 2025–2026 deceased records, with communications to the wider Health Board being drafted. 

NZ looked at timeframes that would be revisited at Audit Committee, requesting an update in the next iteration of the report. NZ also observed that while the accompanying report was detailed, it was not always clear what the Committee was being asked to do, suggesting that presenting the information in a 3As format (Assurance, Advice, Action) would clarify the Committee’s role, including when items are for endorsement rather than approval. 
GW acknowledged the breadth of the IGCAG meeting and welcomed feedback on how the papers could be refined to better inform and assure the Committee. GW clarified his understanding that policies must come to a committee for approval or endorsement before being escalated and publicised and confirmed he would seek clarity on the correct process. 

ACTION: GW

MJ added that the re‑introduced embargo on records destruction had created an unexpected need to replan Health Records work. He explained that current scanning activity relates only to records that would have been destroyed and do not need to be clinically accessible, highlighting that more advanced scanning solutions were being explored regionally with Hywel Dda, who are further progressed in this area. AG then highlighted that the current draft of the data quality policy read as applying to all systems across the Health Board and stressed that the Committee could only approve it if that was indeed the intended scope. 

MJ proposed taking the policy away for clarification and returning with a definitive version. JC supported this position, highlighting she was unable to endorse the policy in its current form and requested confirmation that the Records Management Policy explicitly covered responsibilities relating to record and information retention. 

ACTION: GW

CR highlighted an additional gap regarding the lack of reference to research data quality, highlighting this may require separate coverage, and flagged it for future consideration.

The Committee:
· AGREED to advise the Board that the Committee was not assured on the Information Governance & Cyber Security Assurance Group (IGCAG) report due to unclear policy scope and approval pathways, and therefore escalates this to the Board for oversight.
· ACKNOWLEDGED the Information Governance & Cyber Security Assurance Group (IGCAG) report. The Committee were not fully assured, highlighting a lack of clarity regarding policy scope, approval pathways, and the Committee’s required action. The Committee requested that further clarification be brought back before assurance could be confirmed.

	[bookmark: _Hlk191554077]29/26
	DIGITAL FRAILTY SCREENING

	
	KJ presented the Digital Frailty Screening presentation and highlighted the following key points:
KJ provided an overview of the digital frailty screening tool used for patients over 65 awaiting general surgical procedures, highlighting those patients were currently on the waiting list and all required to complete a digital questionnaire. She explained that the digital RAG‑rating system had significantly reduced clinician time, decreasing reviews from 20 minutes per patient to two to three minutes, which had enabled additional face‑to‑face and virtual clinic capacity. The improved process had also increased early referrals from general surgeons, allowing shared decision‑making and ensuring patients living with frailty receive the most appropriate treatment. KJ highlighted the enhanced reach of the service, supported by a new web page and a contact number added in response to early communication issues. Technical challenges, such as slow processing and short completion windows, had been addressed, and work continued on a dashboard and a patient information video. She also reported a strong correlation between the digital frailty questionnaire and clinic‑based frailty assessments, supporting its ongoing use, and outlined plans to expand research with Professor Rockwood given it was the only digital self‑screening frailty tool currently available. She concluded by highlighting the significant positive impact on efficiency, patient understanding, and service quality, and invited questions from the Committee.
CR asked KJ to outline the next steps for the digital frailty tool and how it would be rolled out more broadly across services.
KJ explained that the tool was being embedded into the new pre‑operative assessment questionnaire. She noted that the priority was to publish the correlation data gathered so far to formally validate the tool, with approximately 450 patients assessed to date showing strong correlation between the digital score and clinical frailty assessments. She added that the lymphoedema service, which had frailty‑scored around 40,000 patients, had offered its dataset to support further validation work. KJ confirmed there was significant interest from other areas in using the tool but emphasised the need to complete full validation locally before wider adoption. She highlighted that inclusion within the “Waiting Well” questionnaire allowed early identification of frailty within patient pathways and will help inform future service capacity and clinic requirements.
NZ asked about the interface with primary care and any future plans in that area. She highlighted the importance of supporting patients on waiting lists and asked how the tool could be better integrated earlier in patient journeys. NZ also asked about plans to publicise the positive developments more widely and later requested clarification on whether a robust cost‑benefit analysis had been completed.
KJ responded that national guidance required a clinician‑completed frailty score for any patient referred for surgery, but this was not yet embedded within the GP referral process locally. She explained that GPs currently send an electronic frailty index automatically populated from patient records, which has limitations but provides some information. Through the stage‑one questionnaire, frail patients could still be identified and directed appropriately. She highlighted that roll‑out of the “Waiting Well” programme across other specialties would help ensure broader identification of frailty. KJ added that, longer term, completing the digital questionnaire in GP practices—for those over 65—could provide significant benefits and ensure frailty information is captured early and consistently. In relation to cost‑benefit analysis, KJ confirmed that early models have been completed. She noted that the financial impact varies due to differing operation costs between specialties, with orthopaedic procedures being significantly more expensive. Some of the estimated benefits reflect avoided procedures where patients chose not to proceed following assessment. She also highlighted marked efficiency gains, reporting that while patients were previously on surgical waiting lists for three to four years before being reviewed, recent cohorts are now being seen within two to three months, indicating a substantial improvement in pathway timeliness.
JC highlighted the significant strategic potential of the digital frailty tool, highlighting that once validated, the statistical evidence could meaningfully inform population health understanding and support wider application across services, particularly in linking with primary care pathways. 
KJs agreed, emphasising that there is currently limited insight into the true scale of frailty within the population, and interest in the tool is emerging from areas beyond surgery and acute frailty. She noted that widespread use could allow earlier identification of patients whose frailty was progressing, enabling earlier intervention. 
JC stressed the importance of early engagement at first contact, whether in primary care or in unscheduled care, while also recognising digital exclusion within more deprived communities. 
KJ reported that initial analysis of deprivation indices showed that engagement among those aged 65–75 remained good, although higher deprivation was linked to lower completion rates unless supported by relatives or carers. 
The Committee:
· Were assured by the Digital Frailty Screening presentation

	30/26
	REGIONAL ONCOLOGY REVIEW

	
	SG presented the Regional Oncology Review and highlighted the following key points:
· The Group reviewed access and barriers to cancer clinical trials across South‑West Wales, particularly radiotherapy and systemic anti‑cancer therapy (SACT);
· It was confirmed that the inequity of access for Hywel Dda patients, who largely receive treatment locally and cannot routinely access Swansea Bay university Health Board (SBUHB)‑based trials;
· Previous option appraisal identified capacity constraints preventing Hywel Dda patients from being brought to SBUHB for trials, including limitations in SACT delivery, pharmacy, radiology, pathology, research delivery staff, and consultant time;
· The Task & Finish Group was established jointly by SBUHB and Hywel Dda, following Hywel Dda’s approach to secure funding to explore solutions;
· A Key finding: lack of formal policies and pathways governing who can access trials and where treatments can be delivered;
· There was identified opportunity for research investment to drive wider service improvement, as addressing research capacity would positively impact routine care capacity;
· There was identified strong enthusiasm across teams in both health boards to participate in trials, confirming willingness and capability to expand activity;
· Several “quick wins” were identified, including process improvements that require minimal or no financial investment, alongside areas with unavoidable financial requirements;
· Clinical trials have potential to generate external funding, including:
· Income from commercial trials;
· Opportunities via Healthcare Research Wales initiatives, including Voluntary Scheme for Branded Medicines Pricing and Access (VPAG), supporting infrastructure for commercial research.
· Commercial trials may bring cost savings where sponsored drugs replace NHS‑funded treatments;
· A regional approach was recommended, maintaining flexibility in delivery models across SBUHB and Hywel Dda while strengthening joint working;
· Eight themed recommendations had been developed, with further detail available in the full report;
· Three priority areas for investment identified, the most important being:
· Establishment of a formal Clinical Trials Steering Group with representation from both health boards;
· Dedicated time for a Hywel Dda‑based individual working across organisations;
· Additional clinical leadership and administrative support.
· Further investment models proposed to expand trial activity in both health boards, with financial implications noted;
· Healthcare Research Wales were awaiting the final report, expecting a funding request; Hywel Dda anticipated to lead submission in collaboration with SBUHB.
RK informed that although the task initially appeared extremely challenging, the collaboration between SBUHB and Hywel Dda University Health Board  had enabled significant progress. He highlighted that the paper sought the Committee’s endorsement to proceed with an application to Health and Care Research Wales and invited comments.
JC queried whether the initiative should also be brought to the Joint Regional Committee, given its cross‑boundary relevance, and sought clarity on the financial figures presented in the report. She noted discrepancies between the resource costs outlined (£55.9k and £31.3k) and the initial funding request of £27.9k, querying whether the intention was to fund 50% of the total or whether only the £27.9k applied. She asked how this related to the proposed additional post costed at £31k.
ACTION: SG and RK
In response, SG clarified that the inclusion of a research fellow had added an additional element to the costings. She explained that the core costs were expected to be split 50/50 between Swansea Bay and Hywel Dda, with the hope that Health and Care Research Wales or VPAG would fund the majority of the requirement. She acknowledged there may still be inconsistencies in the figures and agreed to review and confirm the final costings. Regarding governance routes, she confirmed that both Health Boards' Medical Directors and Research & Development Directors were fully sighted on the work and that parallel approval processes were underway within Hywel Dda. 
AG thanked SG for the significant work undertaken and acknowledged the substantial volume of information compiled within the report. He highlighted that the work had helped clarify longstanding confusion between Service Level Agreements, long‑term agreements, and the multiple pathways governing access to clinical trials, describing the current landscape as unnecessarily complex. AG expressed full support for the aims of the project but highlighted the need for clarity regarding the Committee’s approval role, given the broader sequence of governance steps required. He proposed taking the matter offline with RK to determine how best the Committee could support the next stage of the work. He echoed the earlier observations from JC and NZ about the importance of having a clear focus on the next steps, the preferred delivery model, and the actions required to progress the work meaningfully, emphasising the need to avoid further delays that would impact patients. 
ACTION: AG and RK
The Committee:
· AGREED to advise the Board that the Committee was not assured on the Regional Oncology Review due to a lack of clarity regarding the financial position, the governance and approval pathways across SBUHB and Hywel Dda, and the absence of a defined preferred delivery model and next steps; the Committee emphasised that these issues must be resolved to avoid further delays that could impact patients and has therefore escalated these concerns for Board oversight.
· ACKNOWLEDGED the Regional Oncology Review.

	31/26
	COMMITTEE RISK REGISTER 

	
	NT presented the Committee Risk Register and highlighted the following key points:

· The report provided the latest corporate risk register, highlighting one completed review cycle since January; the strategic risk register was not fully updated at the time of writing but is being finalised this week;
· No changes to current risk scores, however significant discussion at the previous meeting focused on target scores, inherent risk scores, and associated actions;
· Updates from that discussion have been reflected in the corporate risk register, including amended inherent and target scores for three risks (cybersecurity, subject access requests, and record incompleteness), highlighted in red font;
· Comments from the Committee were incorporated into the January and February review cycles, with a paper submitted to Management Board in February and received by Executives;
· The covering report had been strengthened to improve clarity, now showing all three risk scores and target dates clearly within the main body;
· A consistent approach was being applied to the risk registers across all Committees, not only those within this remit;
· Work was progressing on the framework for overseeing operational risks, following a pause in Risk Management Group meetings due to other pressures;
· Executive teams have agreed a revised oversight model:
· Monthly Executive Performance Reviews will support risk escalation.
· A new Executive Operational Group (terms of reference in development) will take forward qualitative monitoring of operational risks, replacing elements previously overseen by the Risk Management Group.
· The Risk policy would be updated once new governance arrangements and terms of reference are approved.

JC thanked NT for his succinct update but raised concern about the timelines within both the strategic and corporate risk registers, noting that many target dates were significantly out of date or had remained static for prolonged periods. She emphasised increasing concern regarding the Health Board’s UK GDPR risk, as well as the persistent delays in progressing issues related to paper record storage and subject access requests, which had been discussed repeatedly at previous Digital Committee meetings. 

NT acknowledged the concerns and explained that the revised approach to target scoring aims to clarify the intended impact of actions, the expected timescales for risk reduction and, where necessary, to highlight risks that are proving difficult to reduce due to factors such as funding constraints or the need to balance multiple operational pressures. He noted that the strengthened framework and updated register should enable clearer visibility of progress and barriers, supporting more informed discussions with risk owners. JC welcomed this increased clarity, noting that it should support more timely action and improved oversight going forward.

AG raised concerns specifically relating to Subject Access Requests (SARs) and UK GDPR compliance, noting that the SAR performance target had slipped by another month and emphasising the need for clear ownership to ensure progress. He acknowledged that actions were underway but stressed the importance of preventing further delays so that the Committee could provide assurance to the Board that risks were being effectively managed rather than continually escalated. 

JN confirmed that the SAR action plan was underway and highlighted that many actions require input from multiple teams beyond Health Records and IG. She explained that the most complex SARs involve extensive email searches, often requiring consent from up to 50 staff members, significantly increasing workload and timelines. She noted that while progress was being made, additional resources would be required to meaningfully reduce and ultimately remove the SAR risk.

The Committee: 
· AGREED to advise the Board that the Committee highlighted ongoing concerns in relation to several corporate risks and would continue to monitor those closely; the Committee specifically highlight the outstanding risks relating to Cyber Security, Subject Access Request (SAR) compliance, Paper Record Storage and the Destruction Embargo, and Clinical Coding, to ensure the Board was fully sighted on areas where assurance was still required.

	PART 3. RESEARCH AND DEVELOPMENT AND INNOVATION

	32/26
	RESEARCH AND DEVELOPMENT GOVERNANCE GROUP

	
	RK presented the Research and Development Governance Group Report and highlighted the following key points: 
· RK confirmed that the report reflected work previously led by RE and highlighted that he was presenting it on that basis;
· The report summarised discussions from the inaugural meeting of the Research and Development Governance Group;
· The primary focus of the meeting was the regional review of access to cancer clinical trials, previously presented to the Committee by SG;
· Members were also invited to consider the Health Board’s self‑assessment against the NHS Wales R&D Framework, scheduled later on the agenda;
· Following the meeting, the R&D Strategy was circulated to members, with confirmation that although initially developed as a one‑year bridging strategy, it now contains sufficient material to support a longer‑term approach;
· Work was ongoing to strengthen regional collaboration with HDdUHB with an updated strategy to be considered at the next Group meeting in May 2026;
· The report was presented to the Committee for acknowledgement of work undertaken at the first meeting, with progress updates to follow.
AG welcomed the establishment of the Research and Development Governance Group, noting that it is an important step in reshaping the Committee’s approach to research oversight. He confirmed that the Group would provide a useful mechanism for bringing forward work relevant to the Committee. 
CR advised she would follow up separately with a number of Swansea University–related queries. She sought clarification on the proposal to extend the one‑year bridging R&D strategy to three years, asking whether this might delay progress toward developing a regional strategy. 
RK explained that the Health Board previously lacked an effective research strategy and that the current bridging document was developed following significant work. He confirmed that the long‑term ambition remained the creation of a regional strategy with Hywel Dda and emphasised that extending the current strategy was intended to ensure continuity while regional discussions mature, not to slow progress. He assured CR that he would arrange further discussion and that the regional approach remained a priority.
The Committee:
· AGREED to assure the Board that the Research and Development Governance Group had now been established and was actively bringing forward work to support the Committee’s research agenda. The Group would form an important mechanism for shaping future Committee business and strengthening assurance to the Board.
· Were assured by the Research and Development Governance Group report. 

	33/26
	HEALTH AND CARE RESEARCH WALES (HCRW) SELF-ASSESSMENT SUBMISSION

	
	RK presented the Health and Care Research Wales (HCRW) Self-Assessment Submission and highlighted the following key points: 
· It was confirmed that NHS Wales published the Research & Development Framework in June/July 2023, and the Health Board completed its initial self‑assessment at that time;

· A refreshed self‑assessment was completed in 2025, with Welsh Government requiring all Health Boards to submit an updated assessment by 31 March 2026;

· The revised assessment must demonstrate progress since the 2023 baseline and set out plans for the next three years;

· This submission would inform the Health Board’s annual R&D performance review with the Welsh Government R&D Division;

· A summary of progress against each pillar of the framework was included in the cover report, with the full assessment provided at Appendix 1;

· The self‑assessment was reviewed at the Research & Development Governance Group, with member feedback incorporated into the final version;

· Subject to Committee endorsement, the assessment would be submitted to Health and Care Research Wales by the 31 March deadline;
· The assessment would also support the ongoing development of the Health Board’s Research and Innovation Strategy.

AG highlighted that the updated self‑assessment must be submitted by the end of the month and emphasised the importance of ensuring the document was reviewed to maximise the opportunity to present the Health Board’s position clearly. 

The Committee:
· AGREED to assure the Board that the NHS Wales Research & Development Framework Self‑Assessment submission was being completed and that the Committee had had appropriate sight of the assessment. 
· Were assured by the Health and Care Research Wales (HCRW) Self-Assessment Submission.

	PART 4. DIGITAL PERFORMANCE

	34/26
	OPERATIONAL PERFORMANCE

	
	RL presented the Operational Performance update and highlighted the following key points:
· There was reported positive progress from the £8.68m Digital Infrastructure Modernisation Programme during January–February;
· At Neath Port Talbot Hospital, the team implemented enhanced security controls on the core network and replaced end‑of‑life network infrastructure, improving resilience and security;
· The upgrade now enabled policy‑driven secure network segmentation, strengthening the Health Board’s ability to limit the impact of cyber‑attacks;
· A major telephony upgrade was completed on 11 February, replacing outdated systems and improving security;
· The new telephony platform supported modern functionality and enabled future integration with cloud services, which would enhance remote working options and provide greater resilience in the event of outages (e.g., ability to run contact centres from the cloud);
· System Availability: January data only was reported this cycle due to reporting‑period alignment; February data would be included at the next meeting;
· Three incidents occurred in January (two national, one local);
· One national incident breached Network and Information Systems (NIS) Regulations and had been formally reported by DHCW to the Cyber Resilience Unit.
NZ asked whether the positive progress being made through the infrastructure programme was being communicated effectively to staff, highlighting that such developments should be shared as good‑news stories. She also sought assurance regarding lessons learned from the recent Welsh Community Care Information System (WCCIS) outage, expressing surprise that there had been no contingency plans in place during planned testing.
 
RL confirmed that Digital Services routinely communicated network upgrade work through Team Brief and service‑group meetings, emphasising that positive messages were shared at every opportunity. She explained that, although Digital Services were aware of the WCCIS outage, it had not generated service‑desk calls locally and assured the Committee that root‑cause analysis and lessons learned processes are undertaken by DHCW. She added that WCCIS was approaching end‑of‑life and will be replaced by RIO, which would mitigate future issues. 

CR queried whether the new secure network implemented at Neath Port Talbot Hospital would be rolled out across the Health Board. 

RL confirmed that Neath Port Talbot was the first site due to lower service‑impact risks, with Singleton Hospital next and Morriston scheduled last due to its service complexity, highlighting that lessons learned at each stage would be used to refine the rollout.

AG acknowledged the significant progress made through the recent digital infrastructure upgrades.
The Committee:
· AGREED to assure the Board that the Health Board’s digital infrastructure was being effectively maintained and that the required programme spend for the year had been delivered.
· Were assured by the Operational Performance update.

	35/26
	BUSINESS INTELLIGENCE AND ANALYTICS


	
	LM presented the Business Intelligence and Analytics update including Dashboards, Usage Statistics and highlighted the following key points:
· An AI‑enabled waiting list validation work was underway, beginning with orthopaedics and neurology; over 5,000 clinic letters scanned, identifying around 150 patients potentially suitable for removal from waiting lists, now with the validation team for review;
· Planned care teams had provided a top‑10 priority list for the next specialties to be included in AI‑supported validation;
· Work was ongoing to explore opportunities for optimisation within the National Data Resource (NDR) environment to streamline the process;
· Radiology reporting continued to be challenging, particularly due to validation requirements on existing systems. The Digital Intelligence team was providing weekly reports to support Welsh Government discussions while the new radiology system undergoes final testing;
· Early indications suggested some reporting issues may persist initially with the new system, but these were being reviewed;
· In performance reporting, preparatory work had been undertaken to support the Integrated Performance Assurance Report and future monthly service group performance meetings;
· Work continued to reflect organisational changes, including the development of a Delivery Group and the forthcoming care‑group realignment, with a shift toward strengthened performance reporting.
JC acknowledged the positive progress being made, before raising questions regarding the clinically optimised patients dashboard and its ability to identify individuals at risk of harm. She explained that while cumulative hours were visible, the system did not appear to show which specific patients contributed most significantly to that total, which limited the Committee’s ability to understand potential harm. 

LM confirmed that while the dashboard reported cumulative hours for system‑level oversight, patient‑level lists did exist and were reviewed daily through board rounds, where individuals with prolonged stays were monitored and managed. He clarified that the dashboard provided a strategic overview, while the operational discussions at ward level ensure that individual patients were highlighted and addressed appropriately. LM also provided clarification regarding the stroke indicator in Appendix 4.21, noting that the reporting format reflected new indicators introduced and how breaches are captured.
NZ sought assurance on two areas: the safeguards surrounding the use of AI in waiting‑list validation, and how dashboard intelligence is being used to inform long‑term planning, particularly within the emerging Clinical Services Plan. She emphasised the importance of clear guardrails, human oversight and a defined escalation approach should AI outputs ever be challenged, as well as the need to ensure population‑health and inequality data are fully integrated into future planning. 

LM confirmed that robust safeguards were in place, explaining that AI was used only to identify potential cases for review, with all decisions subject to full human validation by the appropriate teams. He also advised that the upcoming centralisation of the Business Intelligence function would strengthen the use of dashboard data to support demand, capacity and strategic planning, and confirmed that population‑health insights would be embedded across all planning processes.

CR raised a clarification regarding Power BI training uptake, highlighting that while approximately 70% of staff had completed the training, assurance was needed on how the remaining staff would be supported. She asked whether the training was mandatory and how colleagues would be encouraged to improve their data‑literacy skills so they could fully utilise dashboards. 

LM confirmed that Power BI and data‑literacy courses were not currently mandatory but have expanded from two to five modules, with strong uptake and positive feedback. He advised that the courses were now available to book via ESR, the programme continues to grow, and frequent communication was used to promote attendance. He added that the Health Board may wish to consider a more formal approach to data‑literacy expectations in future as the BI function develops.

AG welcomed the continued progress, particularly the early use of AI to support waiting‑list validation and the benefits this could bring for future efficiency. He also noted the positive developments in reporting and data use across the organisation. 

The Committee: 
· AGREED to assure the Board that the Committee was satisfied with the progress reported and looked forward to receiving the refreshed, more integrated version of the Integrated Performance Report.
· Were assured by the Business Intelligence and Analytics update.

	36/26
	CLINICAL CODING

	
	LM presented the Clinical Coding Report and highlighted the following key points:
· The report remained complex however, significant progress had been made over the past six–eight months in improving coding performance;
· The clinical coding app had now been rolled out, starting with Urology, with Rheumatology next; early use was positive and expected to expand further;
· Improved access to data through TrakCare, supported by OpenEyes benefits, would enhance future coding completeness and accuracy;
· Primary diagnosis procedure coding had been implemented and was already improving activity levels reported in the table;
· Two major system changes had recently impacted performance: 
· Upgrade from OPCS 4.10 to 4.11, requiring 1.5 days of training per coder, reducing coding time temporarily.
· A new release of medical software issued the previous day, adding further short‑term disruption.
· Additional pressures had arisen from complex cross‑charging arrangements with Hywel Dda, requiring priority to be given to coding backlog activity to secure financial recovery;
· This shift had affected in‑month coding targets, with January achieving 80% in‑month coding (and 7% backlog), and February achieving 63% in‑month due to prioritising 2,650 backlog cases;
· Despite this, the overall February position reached 81%, exceeding the previous target of 80%, and performance later reached 83%, showing continued improvement;
· Coding performance for March was expected to reach around 79% overall, with in‑month performance again impacted by the volume of paper‑based backlog records coded for Hywel Dda;
· Recruitment constraints remained a risk, with two vacancies on hold, including the Service Improvement post that would have supported electronic coding;
· Overall, coding performance was significantly improved compared to six months ago, and trajectories continue to move in a positive direction.

NZ sought clarification on whether the predicted reduction in clinical coding performance was a result of prioritising Hywel Dda backlog activity, highlighting that while this work offered a financial benefit, it did not contribute to SBUHB’s in‑month coding target. She emphasised the importance of understanding this distinction for assurance to the Board. 

LM explained that although the shift in focus would reduce the in‑month percentage, the backlog work would have needed to be completed later in the year regardless, when performance typically drops due to the year‑end cost‑return period. By undertaking the backlog earlier, the Health Board is simply re‑profiling activity, which may improve in‑month performance in May and June. 

NZ further highlighted the significance of vacancies within the clinical coding team, stressing the risks to patient safety and organisational assurance if coding activity was constrained. She reiterated the need for continued oversight of the vacancy controls given the potential impact on timely and accurate coding.

AG raised two further points for clarification. He noted that the backlog figures presented did not give the Committee sufficient visibility of the total clinical coding backlog and requested that future reports included this information for assurance. He also queried the reference to increased home‑working within the coding team, asking whether productivity levels remained strong when staff worked remotely.
ACTION: LM 

LM confirmed that overall productivity had improved. He added that while electronic coding supports remote working, paper‑based backlog still requires onsite presence, and the team rotates accordingly. LM highlighted that staff reported higher satisfaction when working from home and that performance data supported continued flexible working, while the service-maintained oversight to ensure organisational needs were met.

AG informed that the Committee would continue to keep clinical coding on the Board’s agenda, given earlier discussions highlighting it as a key organisational risk. 

The Committee:
· AGREED to advise the Board that several corporate risks remained outstanding and required continued oversight, particularly in relation to the timescales for resolving these risks and the need for clearer evidence that current action plans are reducing the associated risk scores. The Committee would continue to monitor these areas closely and would ensure the Board was fully sighted on the issues raised.
· ACKNOWLEDGED the Clinical Coding paper. 

	37/26
	AI GOVERNANCE MODEL PLAN

	
	AG requested that the item on the AI Governance Model Plan be deferred, as members had not yet had an opportunity to review the paper.

	PART 5. DIGITAL STRATERGY AND PLANNING

	38/26
	DIGITAL STRATEGY AND PLAN

	
	DR presented the Digital Strategy and Plan update and highlighted the following key points:
· Positive discussions between DHCW, Welsh Government and Health Board Chief Executives give increasing confidence that Q1–Q2 blood transfusion costs will be absorbed nationally, easing financial pressure;
· Delivery remained challenging, particularly for blood transfusion, as SBUHB was the only Health Board still using LIMS1 for this function;
· Further meetings scheduled with DHCW to explore options, including progressing LIMS2 blood transfusion independently if required;
· The Radiology (PACS/RIS Replacement) project remained on schedule for 30 March go‑live, with timelines confirmed by Philips and DHCW;
· There were no significant issues to escalate;
· Discussion had been held with Executives regarding adoption of the national Urgent and Emergency Care (UEC) application. 
· Benefits work was underway, including modelling of triage improvements, electronic observations, and time‑release to care;
· The Digital Maternity Programme was on track to meet the 31 March go‑live, despite resource constraints;
· An incremental rollout was planned due to temporary loss of the digital midwife and integration challenges;
· Follow‑up go‑live scheduled for 18 May;
· Signal (ADT Integration) delivery would slip from Q4 to early Q2, currently expected July, due to delays linked to digital maternity capacity;
· This had been escalated through the UEC Programme Board.
· RIO (Mental Health EPR Implementation) was Planned go‑live for 500 users on 24 March remains on schedule;
· New issue identified: the recruitment freeze was impacting the ability to deploy safely;
· The loss of a key Digital Services resource to Velindre further increases risk;
· JC sought assurance regarding the pace of the digital maternity programme, expressing concern that progress might slow due to the absence of the digital midwife. 
DR confirmed that while the absence was affecting the pace of delivery, maternity colleagues had re‑prioritised operational meetings to focus on system configuration, with senior midwifery staff now supporting clinical assurance. She explained that the planned approach, going live with new pregnancies at the end of March, followed by data migration and validation ahead of the secondary go‑live on 18 May, remained achievable, though bedding in the system would require continued focus. 
JC also queried the impact of the delayed Signal Admission, Discharge and Transfer (ADT) integration.
DR explained that integrating admissions, discharges and transfers into Signal would significantly improve usability by automating updates from Patient Administration System (PAS) and reducing duplication forward staff. JC requested a brief follow‑up discussion with RK regarding the implications of the RIO rollout for mental health services, particularly in relation to Quality and Safety.
NZ emphasised the need for clarity regarding the risks associated with the implementation of RIO in mental health, particularly those relating to patient safety and quality. She advised that the Committee must be able to clearly articulate the basis for any potential escalation to the Board and ensure that risks are fully understood and evidenced. NZ also reflected on the wider digital delivery plan, highlighting the number of red‑rated items and querying whether this reflected optimism bias in the original timelines or genuine system and resource constraints. She encouraged DR to consider how future reports present the realism of timescales and the achievability of delivery within existing financial and operational limitations. 
ACTION: MJ/DR
DR explained that the two consistently red‑rated areas—particularly LIMS, had been flagged from the outset due to their complexity and the impact of financial‑year constraints imposed nationally. She highlighted that these constraints affect delivery confidence each year but assured the Committee that governance structures within the Health Board help manage the associated risks. 

AG sought clarification on the LIMS cost position, asking whether the figures referenced related solely to the two‑quarter funding gap or whether additional costs were still anticipated. 

MJ clarified that the costs outlined represent the full requirement to deliver blood sciences go‑live in July and blood transfusion in September, highlighting that while there was strong confidence in achieving the blood sciences timeline, blood transfusion remains more complex given SBUHB’s unique position as the only Health Board using LIMS1 for this function. He confirmed that no further costs were expected if the programme progresses as planned, and that Welsh Government discussions were ongoing regarding national funding to cover these elements. MJ also highlighted the need for clear prioritisation in the coming financial year, acknowledging the organisation’s constrained financial context and emphasising the importance of prioritising digital solutions that improve efficiency, reduce waste, and support organisational transformation. He provided assurance that challenges within digital maternity and the RIO programme were being actively managed.
The Committee: 
· AGREED to alert the Board that delivery risks remain with key milestones scheduled for March, with several now deferred into the first quarter of the next financial year. This will delay the next Signal release and the implementation of the shared medicines record. The Committee also noted changes to the Unscheduled and Emergency Care plans, including delays to the app and the requirement to replace the minor injuries system by September 2026, with a business case and plan needed as a priority.

	39/26
	UPDATE AGAINST THE INTERGRATED MEDIUM-TERM PLAN

	
	DR presented the Update against the Integrated Medium-Term Plan (IMTP) Digital Planning 26/27 and highlighted the following key points:
· Draft Digital Plan for 2026/27 had been submitted, highlighting that rapid changes across programmes meant updates evolve quickly;
· Digital planning was aligned with the wider annual plan and service transformation programmes, ensuring priorities reflect organisational needs;
· Priorities within the draft plan had been shaped through ongoing discussions with service groups and include: 
· Hybrid Mail – supporting efficiency and reduced administrative burden.
· Office 365 optimisation, including pilots for ambient voice technology to support clinical documentation.
· Strengthening approaches to Continuing Healthcare (CHC), reflecting strong demand signals from services.
· Continued focus on Urgent & Emergency Care (UEC) and the unscheduled care programme.
· Ongoing digital developments in Mental Health, building on current progress.
· Slides and further detail would be shared with the Committee after Board consideration;
· The first draft had been submitted to the Board for the meeting on 26 March, with refinement possible before final submission to Welsh Government by 30–31 March.

NZ asked whether the establishment of the new care boards was likely to cause delays, highlighting the wider need to prioritise digital delivery in the context of financial pressures and organisational sustainability. She reflected that, given the changing landscape, the Committee may need to consider whether the current digital strategy and associated priorities require revision to ensure alignment with what is realistically deliverable. 

DR acknowledged the uncertainty, confirming that she had seen a draft governance model but that further work was needed to understand how the new care boards will align with existing structures such as the Mental Health, Unscheduled Care, Recovery and Sustainability Boards. She noted that the digital team would need to support the organisation in prioritising the plan based on achievable capacity within current constraints. DR added that the new care boards were not expected to be operational until September, meaning the existing governance framework would continue for at least the next six months while further clarity was developed.

MJ agreed with NZ’s reflections on the need to revisit the digital strategy, clarifying that it should be viewed as a digital strategic plan that underpins and aligns with the emerging Clinical Services Plan. He noted that while the core building blocks remained valid, the pace of delivery must be matched to the financial constraints facing the organisation. MJ highlighted the UEC solution as a key strategic priority, explaining that ongoing work would lead to a business case setting out costs and benefits; if the solution cannot demonstrate value within the next financial year, the organisation may need to reconsider its position. 

NZ emphasised the importance of clarity on decision‑making timelines so that the Committee can maintain oversight and assurance, highlighting that clearer sequencing of decisions would support audit trails and risk scrutiny.

The Committee: 
· Were assured by the Update against the Integrated Medium-Term Plan (IMTP). 

	PART 6. GOVERNANCE

	40/26
	WORK PROGRAMME FOR 2025/26 

	
	Received and noted the Work Programme 2025/26

	41/26
	PREVIOUS MINUTES

	
	The Committee:   
REVIEWED and APPROVED the minutes of the previous Committee meeting held on 22 January 2026.


	42/26
	COMMITTEE LOG

	
	JC asked for an update on the action assigned to MJ regarding clarification of national plans for end‑of‑life care planning and whether any local standalone solution would be required. She noted that no update had yet been received. 

MJ acknowledged this and apologised, confirming that a briefing from his technical lead had been received and that contact had been made with national colleagues, but that he had not yet actioned the update. He confirmed that he would pick this up.


	43/26
	TERMS OF REFERENCE

	
	AG highlighted that some amendments to the Committee’s Terms of Reference were still to be finalised and highlighted two areas requiring confirmation: the need to formally include links to the regional group within the membership structure, and the recent changes affecting the number of Independent Members required. AG confirmed that the revised number of Independent Members had been lowered, providing greater flexibility, and that Assistant Directors would be removed from the core membership list to align with other Board committees, while still being able to attend for relevant items. He noted that these amendments would be incorporated into the updated Terms of Reference.


	44/26
	COMMITTEE SELF-ASSESSMENT

	
	AG highlighted that the Committee’s earlier discussion reflected ongoing progress in developing the research and innovation agenda, acknowledging small steps made and anticipating further advancement as governance processes mature. 
NZ emphasised that as a relatively new Committee, members should recognise the significant improvement already achieved, explaining the transformation from previous arrangements and the positive direction of travel. She highlighted that while improvements were still needed, the effectiveness and development of the Committee do not always come through fully in formal reviews, and she commended AG and JC for their contributions to shaping a strong and evolving governance forum that was valued by members around the table.
AG suggested that the Committee consider undertaking site visits specifically focused on digital systems, noting that seeing systems in practice would support members’ understanding of associated papers and planned developments within the IMTP. 
NZ agreed and proposed that DR identify suitable areas for future visits, taking account of priority and high‑risk digital programmes to ensure appropriate timing and value. 

DR highlighted the mental health digital transformation programme as an immediate opportunity, emphasising both the scale of the work underway and the need to strengthen communications about progress internally, nationally and regionally. She confirmed that potential visit opportunities could be explored following the post‑go‑live period at the end of March, as the service would welcome Committee engagement.


	PART 7.   ANY OTHER BUSINESS

	45/26
	COMMITTE EFFECTIVENESS

	
	AG asked for any final comments on committee effectiveness and other business, noting the meeting had over‑run. AG responded that CR’s earlier reflections were helpful, particularly around strengthening the Committee’s work programme to ensure topics are appropriately sequenced issues are signposted earlier, and scrutiny was better supported. He acknowledged that the Committee often acts as a “backstop” in testing whether programmes reach the right level of assurance. AG also observed that the overall quality of papers for this meeting had not been as strong as usual, likely reflecting organisational pressures, and confirmed that follow‑up would be undertaken where needed. 

MJ accepted this feedback, agreeing that governance sections of reports could more clearly set out the scrutiny applied, and apologised for the lateness of one paper he authored, noting the tight turnaround between recent meetings. 
CR acknowledged the challenges and expressed understanding.


	46/26
	ANY OTHER BUSINESS

	
	None. 

	47/26
	NEXT MEETING

	
	Thursday, 7 May 2026.
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